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Minority Group Status and Healthful Aging: 
Social Structure Still Matters

| Jacqueline L. Angel, PhD, and Ronald J. Angel, PhDDuring the last 4 decades,
a rapid increase has oc-
curred in the number of sur-
vey-based and epidemio-
logical studies of the health
profiles of adults in general
and of the causes of dispar-
ities between majority and
minority Americans in par-
ticular. According to these
studies, healthful aging con-
sists of the absence of dis-
ease, or at least of the most
serious preventable diseases
and their consequences, and
findings consistently reveal
serious African American
and Hispanic disadvantages
in terms of healthful aging.

We (1) briefly review con-
ceptual and operational def-
initions of race and Hispanic
ethnicity, (2) summarize how
ethnicity-based differentials
in health are related to social
structures, and (3) empha-
size the importance of atten-
tion to the economic, politi-
cal, and institutional factors
that perpetuate poverty and
undermine healthful aging
among certain groups. (Am
J Public Health. 2006;96:
1152–1159. doi:10.2105/AJPH.
2006.085530)

ALTHOUGH THE SUPREME
Court outlawed the principle of
separate but equal in 1954 with
its famous Brown versus Board
of Education decision, many mi-
nority Americans find that they
are still separate and unequal.
Despite a century of impressive
innovations in medical science
and improvements in public
health, poverty continues to un-
dermine the physical and emo-
tional health of a large number
of Americans, and serious ra-
cial/ethnic health disparities
persist.1–3 Low-income families
have inadequate health care
coverage,4,5 and individuals who
lack adequate insurance are
more likely to die from cancer
and other serious diseases be-
cause of late diagnoses and defi-
cient care.6–8 Perhaps the most
basic question is whether health
disadvantages among minority
Americans are the direct and
almost complete result of pov-
erty and its correlates. Well-
documented correlates include
low educational levels, labor
force disadvantages, and resi-
dential segregation in ghettos
and barrios, where individuals
are exposed to environmental
and social health risks such as
drugs, violence, and family
disruption.5,9–14

Racial/ethnic disparities in mor-
bidity and mortality are so glaring
that the federal government has
been forced to respond, and a
large body of research has exam-
ined the role socioeconomic status
(SES) and culture play in these
disparities.15 The ultimate goal is
to identify the social structural

causes of inequities in health so
that general population health can
be improved. We will present ap-
proaches to studying racial/ethnic
health disparities by (1) reviewing
operational definitions of race and
ethnicity and the research tools
that estimate differential disease
burdens and health care use,
(2) assessing just how far the field
has come in understanding health,
and (3) proposing a future re-
search agenda that examines the
social, economic, and political
forces that perpetuate health
vulnerabilities.

GROUP CLASSIFICATION

During the past 2 decades, we
have witnessed an increasing
appreciation for the conceptual
complexity of group classification
and its potential for introducing
bias into studies of comparative
health levels.16 Individuals can be
of mixed race/ethnicity, they can
intermarry and identify with an
adopted group, and they can even
reject a group classification, par-
ticularly if that identity is imposed
by others. Individuals who strug-
gle against the social stigma asso-
ciated with group classification
often embrace that identity as a
political statement and a sign of
defiance. Standard classifications
of race/ethnicity do not overlap
with specific genetic profiles or at-
tributes.17 To a large extent, such
classifications are political cate-
gories defined by history and the
social vulnerabilities imposed on
minority groups by the dominant
majority.18 A political basis of
group classification does not

translate directly into useful scien-
tific or intellectual classification.19

We no longer differentiate among
non-Hispanic White nationality
groups, because distinguishing
which nation an individual’s an-
cestors came from is no longer
relevant. According to Richard
Alba, Americans of all European
ancestries have come to be viewed
and to view themselves as ethni-
cally American.20 Therefore, the
racial/ethnic distinctions that re-
main reflect enduring socioeco-
nomic vulnerabilities.

Because of the complex social
basis of racial/ethnic classifica-
tions and identities, David Wil-
liams proposed that Hispanic be
included with African American
and the various Asian nationali-
ties as a racial rather than an
ethnic categorization.10 His justifi-
cation is that the majority of His-
panics self-identify as “Hispanic,”
and although the actual percent-
age varies among studies, a
large proportion do not further
self-identify as either Black or
White.21,22 Subjectively, there-
fore, what many consider to be
an ethnicity is as basic as race
in terms of identity. What is sub-
stantively important in such racial/
ethnic classification is the identi-
fication of social and structural
vulnerabilities associated with
group classification. Immigration
adds another dimension of com-
plexity to ethnic categories and
identities. Immigrants who ar-
rived from the state of Guererro
in Mexico yesterday are very dif-
ferent culturally and socially
from immigrants of the same
Mexican-origin census category
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whose ancestors arrived with the
Conquest.23

Census categories, even as
they become more detailed and
provide more choices, gloss over
a great deal of heterogeneity
that is of immediate importance
to health and health service
use.24 The reality is most health
survey and census data use re-
spondents’ self-reported race, but
only provide a limited number
of choices. Biracial individuals or
individuals who consider them-
selves to be something other
than White, African American,
Hispanic, or any of the other
available categories answer
questions about racial/ethnic
group classification in ways that
are not yet understood.

Some data systems, such as
the National Vital Statistics Sys-
tem, do not even collect informa-
tion on the race/ethnicity of the
decedent, and data on mortality
risks come from different and po-
tentially contradictory sources.
Data on the number of deaths,
for example, come from death
certificates completed by funeral
directors or medical personnel
on the basis of information from
an informant, usually a family
member.25 In other systems, such
as those in which data are de-
rived from hospital/patient care
records, it is often unclear who
made the racial/ethnic determi-
nation. The different sources of
racial/ethnic classification create
a potential confounding factor
when recording deaths.26 Infor-
mation about the population at
risk comes from survey data.27

Each of these data sources intro-
duces different possibilities for
undercounts or racial/ethnic mis-
classification.

Additional reporting problems,
such as the census undercount
of minority group members, af-
fect population estimates. As a

consequence of the combined ef-
fect of numerator and denomina-
tor biases, it has been estimated
that death rates are overstated by
about 1% for the White popula-
tion and by about 5% for the Af-
rican American population. Such
biases lead to underestimates of
mortality for other groups, per-
haps up to 21% for the Ameri-
can Indian or Alaska Native pop-
ulations, up to 11% for Asian/
Pacific Islanders, up to 2% for
Hispanics as a group,28 and up to
6% for Mexican Americans.29

In addition to gaining a better
understanding of problems with
administrative classification, re-
searchers have become more
aware of the potentially serious
measurement biases that are in-
herent when self-reported health
data are used. Understanding the
effect of these SES, cultural, and
linguistic factors on the interpre-
tation and response to questions
about health is imperative if in-
vestigators want to reduce poten-
tial bias in the collection of data
from survey and clinical respon-
dents.30 The group differences
in cognitive schemas and world
views that ethnographic studies
of local and culturally based be-
lief systems—including those that
address disease and its causes—
take as their objects of investiga-
tion are methodological nui-
sances for survey researchers
and epidemiologists who want
to develop valid and universal
probes that can be translated
from one language to another for
comparative use.31 Unfortunately,
the figurative and imprecise na-
ture of language makes such an
objective elusive.32

Although researchers are
aware of the potential confound-
ing of outcomes and predictors in
comparative studies of the health
of different groups, this potential
confounding presents serious

problems to researchers who are
only working with 1 cultural
group. Individuals who have
chronic conditions (e.g., diabetes)
that have never been diagnosed
by a doctor will answer nega-
tively to a question about
whether a doctor has ever told
them they had the disease.13

Such confounding means that
prevalence estimates for groups
that have very different health
care experiences, such as African
Americans and non-Hispanic
Whites, may vary greatly in their
validity. In the absence of some
objective criterion or other inde-
pendent data about a respon-
dent’s actual condition, survey-
based prevalence estimates must
be interpreted cautiously.

The ways in which individuals
structure their responses to gen-
eral health questions or to ques-
tions about symptoms are poorly
understood.33 To make progress
in measurement, researchers
must have a much more sophisti-
cated understanding of the im-
pact of culture, language, SES,
and other group-related factors
on the complex response task. It
is clear that reference group fac-
tors affect how individuals evalu-
ate their own health. Other cul-
turally based appraisals and
valuations also may affect re-
sponses. For example, it is possi-
ble that in some cultures the fear
of appearing arrogant leads indi-
viduals to report their health as
fair rather than as very good or
excellent.34 One useful character-
istic of comparative research is
that it does not allow researchers
to ignore the problems of compa-
rability that probably affect all
data collection efforts, even
within the same cultural group.

We believe traditional epi-
demiological approaches and re-
search instruments, particularly
those that elicit self-reports of

subjective states, should be com-
plemented whenever possible by
other techniques and should in-
clude qualitative assessments of
how respondents interpret ques-
tions and structure responses.22

A multimethod approach may
lead to a more sophisticated un-
derstanding of subjective re-
sponses specifically and the in-
terview response task more
generally. 

Understanding social struc-
tures and their impact on health
requires an emphasis on both the
cognitive aspects of culture and
the social and material resources
that individuals have at their dis-
posal.35 The combination of tra-
ditional epidemiological methods
and ethnographic techniques is
more effective for assessing the
terminology that individuals use
to talk about disease and the
meaning it has for them. Com-
bining qualitative techniques
with surveys and even more ob-
jective physiological data and
performance assessments will
greatly improve our knowledge
of real comparative health levels
among different populations and
subgroups.

A CULTURE OF POVERTY?

The existence of minority
group disadvantages in health
indicators have led many to
speculate about how poverty
might create and perpetuate
health disparities. Some theorists
have suggested variations of the
culture of poverty explanation
(i.e., that chronic poverty leads
individuals to develop a set of
orientations and behaviors that
are incompatible with social mo-
bility and economic success or
effective involvement with social
organizations) forwarded by
Oscar Lewis several decades
ago.36 Susan Mayer, for example,
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argued that poverty is a product
of the learned present orienta-
tion of those who grow up in
poverty.37 Individuals who never
witness a payoff to effective
long-term planning do not learn
the middle-class ability to delay
gratification and thus do not
learn to plan for their own fu-
tures. From this perspective, the
social environments in which
such individuals grow up do not
foster a strong work ethic, nor
do they encourage the resistance
of immediate gratification. Indi-
viduals who have been social-
ized in this way are unlikely to
respond to educational opportu-
nities or interventions for chang-
ing their behavior or reducing
their health risks.

Blocked Opportunities
More structural explanations

focus on the limited opportuni-
ties available to individuals be-
cause of their racial/ethnic char-
acteristics. From this perspective,
the deleterious health conse-
quences of poverty are the result
of exploitation and structural vul-
nerabilities. Piven and Cloward,
for example, explained high rates
of poverty among African Ameri-
cans as the result of institutional
racism, which refers to the sys-
tematic differential allocation of
rewards on the basis of race.38

Institutional racism and discrimi-
nation perpetuate poverty and its
resultant individual-level health
damage through unsafe and
unhealthful environments, low
educational levels, inadequate
medical care, and feelings of
helplessness and hopelessness.39

Our research and that of others
show that the fundamental nature
of the labor market that places
African Americans and Hispanics
at a disadvantage in terms of
health insurance also under-
mines heath and well-being.1,40

Historically, African Americans
and Hispanics have been dispro-
portionately confined to the low-
wage service sector or to casual
and informal jobs, where pay-
ment is made in cash and where
their ability to accumulate wealth
is impaired. Discriminatory prac-
tices in the real estate market
have confined many members of
these groups to unsafe neighbor-
hoods that have few local em-
ployment opportunities or com-
munity resources and inferior
schools.41 Such confinement, and
the inescapable poverty associ-
ated with it, create chronically
high levels of physical and social
stress that increase the risk for
poor health and vitality.42 Indi-
viduals who live in these situa-
tions lack adequate social capital
and thus have few resources that
might improve their lots.

Poverty and deprivation can
undermine a people’s sense of
control and rob them of the opti-
mism needed for a healthy life.
Individuals who experience pov-
erty, relative deprivation, and
stress early in life become vul-
nerable to a variety of stressors
throughout adulthood, which
increases their risk for demoral-
ization and depression late in
life.43,44 Older poor women, for
example, are exposed to more
social disruption in their lives
compared with more affluent in-
dividuals, and these women’s
lives are often punctuated by a
series of negative life events that
are difficult to manage. At the
same time, they are exposed to
elevated levels of stress and have
fewer resources for coping with
life’s hardships.45

Disparities in Health Care
Access

Among the reasons for the
large differentials in health be-
tween majority and minority

Americans are the large differ-
ences in adequacy of health care
coverage, amount and quality of
care, and access to long-term
care.46–49 Institutional racism
that is rooted in culturally insen-
sitive and discriminatory prac-
tices may explain the tendency
for older minorities to receive
fewer and lower-quality acute
and chronic health care services.5

Those who spend their lives in
low-wage service sector jobs are
unable to save for retirement,
and the employers for whom
they work rarely offer health or
retirement benefits.50

Even after control for SES dif-
ferences, older African Ameri-
cans perceive more discrimina-
tion, personal rejection, and
unfair treatment compared with
non-Hispanic Whites, and self-
reported discrimination has been
shown to increase reports of de-
pressive symptoms.51 In other
cases, older minorities are sys-
tematically excluded from pub-
licly funded programs. Medicaid,
for example, potentially penalizes
poor elderly Mexican Americans
and others who have large and
complex families and want to
care for frail parents. Under Med-
icaid waiver programs, some
states restrict eligibility to indi-
viduals who have serious disabili-
ties and are unable to function
and who do not have access to
other community-based services
or family support. Although this
exclusion limits participation to
those who have no other alterna-
tives, it clearly discriminates
against those who are most de-
pendent on their families. Rather
than aiding family caregivers of
elderly parents, this program may
discourage their involvement.52

Immigration and Health Levels
In addition to SES, nativity has

an important impact on health

outcomes. Studies on racial/
ethnic change in the United
States have shown the increas-
ingly important role nativity
plays in determining the position
of immigrants within the social
structure.53 A generation of so-
cial stratification has drawn atten-
tion to the serious disadvantages
immigrants may face in Ameri-
can society.54–56 Although a se-
lection effect may mean that im-
migrants are healthier than those
who remain behind or even indi-
viduals who were born in the
United States,57 immigrants often
suffer economic hardships and
experience other strains as part
of the migration experience itself,
which can undermine their men-
tal health and impede their social
integration.58,59

As a result of inadequate health
care in their country of origin,
many immigrants may not be in
optimal health when they arrive
in the United States. In addition
to the system-level barriers that
may place the health of immi-
grants at risk, disadvantages im-
migrants face in the labor market
also may place their health at
risk. Many Hispanic elderly im-
migrants have spent the majority
of their lives outside the United
States toiling in often harsh and
dangerous conditions for very
low pay. Many have been ex-
posed to dangerous materials
and have had inadequate preven-
tive health care. Dangerous or
difficult work and the lack of
regular health care can result in
serious health problems later in
life, and a lifetime of low pay
means that the financial re-
sources necessary for maintain-
ing a healthy independence can-
not be accumulated.60 When
these individuals become ill or
incapacitated, they often have
no recourse but to rely on family
members for support.61
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One reason why individuals
lack health insurance is the em-
ployment-based system of group
health care coverage in the
United States. Few service sector
jobs offer health insurance, and
when they do, the premium that
the employee is required to pay—
particularly for family coverage—
is prohibitive. Needless to say,
jobs that do not offer group cov-
erage are unlikely to provide
wages that allow employees to
purchase private insurance. In
the absence of a universal
health care system in the United
States, minority groups and re-
cent immigrants are often con-
fined to working in the low-wage
service sector, which makes it
difficult to obtain the care neces-
sary for maintaining optimal
health with dignity.

Linguistic and Cultural
Barriers to Care

Racial/ethnic classifications
say little about an individual’s
biological or genetic makeup. In
the same vein, although such
classifications indicate an individ-
ual’s origin, they say little about
the individual’s level of accultur-
ation or cultural orientation.
Broad census categories, such
as Asian or Hispanic, combine
various groups that have differ-
ent cultures, belief systems, and
histories. Specific nation-of-origin
groups also have very different
immigration histories; they
came to the United States at dif-
ferent times in history, and they
came for different reasons (e.g.,
economic opportunities vs polit-
ical asylum).

Immigrants also have differ-
ent levels of English proficiency
and social competency, because
of the age at which they immi-
grated and other individual,
family, and community factors.54

Although immigrant children

quickly learn the language and
customs of the host society,
older individuals and those who
migrate to the United States late
in life face particular problems
in becoming fluent or proficient
with the English language,62

and many never do. Individuals
who migrate during midlife or
later often find the experience
to be traumatic, because they
are uprooted from familiar sur-
roundings and are thrust into a
new culture where they must
learn a new language, new cus-
toms, and a new set of social
institutions. This can lead to
mental health problems, such
as depression.63

Cultural and Neighborhood
Protective Factors

Although poverty and a lack
of assets increase health risks
among older minorities, other
factors associated with culture
potentially neutralize these
health risk factors and act in a
protective manner. Cultural iden-
tity and social incorporation into
a group that provides positive
social involvement can improve
health in and of itself, and group
involvement can foster or en-
courage positive health behav-
iors.64 Therefore, cultural factors
that reduce the risk for social
isolation are potentially health
protective or enhancing. 

Strong social institutions, such
as family and church, can pro-
vide similar support that pro-
motes health and well-being.65,66

Evidence suggests that religious
involvement protects health gen-
erally and plays an important
role in minimizing the negative
consequences of chronic condi-
tions.67 Older Mexican American
Catholics benefit from frequent
church attendance and report
that it provides them with com-
fort during times of trouble.68

Church members can assist older
infirm members with daily tasks,
which allows the older members
to remain in the community.69

Recent findings showed that
residents who lived in high-
density Mexican American and
Cuban American neighborhoods
were in better health than those
who lived in lower-density neigh-
borhoods.70 Although the data
show a strong correlation be-
tween ghetto or barrio residence
and poverty, other aspects of
racial/ethnic enclaves may well
protect health, possibly because
of an enhanced sense of belong-
ing, positive social interactions
where the native language is spo-
ken, and the availability of instru-
mental social support.

DOES THE
EPIDEMIOLOGICAL
APPROACH MINIMIZE
STRUCTURED
INEQUALITIES?

Much progress in understand-
ing health risks for individuals of
all ages has been made in recent
decades. Yet, it is clear that much
remains to be understood if dis-
parities in health are to be elimi-
nated or even reduced and if
everyone in the population is to
enjoy optimal health at every age.
To that end, we suggest future re-
search should improve our un-
derstanding of how social policy
and organizational structures and
practices affect the opportunities
available to minority Americans
in ways that directly and indi-
rectly affect group health levels. 

The structured and institu-
tional inequalities that have im-
peded minority Americans’ eco-
nomic and social progress in the
past and that continue to operate
today—often in subtle ways—
have their basis in a history of
racism and systematic exclusion

from opportunities for economic
and social advancement. Among
African Americans and Hispan-
ics, almost every aspect of social
service delivery, educational op-
portunities, and employment op-
portunities have been influenced
by race/ethnicity.71,72 Data show
that the health levels of entire
groups are directly influenced by
the fact that political and eco-
nomic power are determined by
both history and the specific so-
cial policies that perpetuate the
social exclusion of specific groups
of people.

African Americans and His-
panics lag far behind non-His-
panic Whites in personal and col-
lective wealth and political
power. Lack of resources limits
their ability to help their children
and grandchildren buy houses
and continue their education, and
it translates into diminished eco-
nomic and political power for the
community as a whole. Although
income and wealth do not guar-
antee a good and virtuous life,
poverty certainly does not guar-
antee it either. The intentional or
unintentional exclusion of groups
from sources of economic and
political power is a major public
health problem. We must develop
a better understanding of the
pathways to disadvantage and
how health vulnerabilities are
perpetuated from one generation
to the next as the result of formal
policies and institutional barriers
to social mobility.

Individuals choose to take ad-
vantage of opportunities for
economic and social advance-
ment, and they make personal
choices that affect their health.
If opportunities for personal ad-
vancement do not exist, or if
they are blocked on the basis
of group classification, members
of that group find it difficult or
impossible to avail themselves
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of potential avenues for social
and economic advancement.
These blocked opportunities
may result in frustrated hopes,
demoralization, and deleterious
health behaviors.

The complex association be-
tween race/ethnicity and health
has been well documented at the
individual level. African Ameri-
cans suffer from more and more
serious illnesses and die at
higher rates compared with non-
Hispanic Whites. Although sur-
vey-based studies that examine
individuals and their vulnerabili-
ties continue to provide useful
information about health risks,
their failure to directly focus on
the problems of institutionalized
racism and exclusion is a serious
shortcoming. Studies that ob-
serve and analyze the individual
have, for the most part, not been
accompanied by significant at-
tempts to understand the role
larger social structures play in
perpetuating racial/ethnic strati-
fication and contributing to less
favorable individual, family, and
community health profiles.

There are many reasons for
this relative neglect of structural
and political factors. After World
War II, the rapid development
of survey research and the intro-
duction of sophisticated analytic
techniques pushed researchers in
the direction of survey-based epi-
demiological and health studies.
Funding agencies, including the
federal government, tended to
shy away from politically sensi-
tive topics and instead focused on
individual risk profiles. This focus
promised to inform public policy
with educational and individual-
level public health interventions.
The power of individual-level
biological approaches has mani-
fested itself in the recent impe-
tus to fund research projects that
examine genetics and biology.73

Yet, the heath profiles of com-
munities and groups are influ-
enced by factors well above the
level of the cell or the individual.
They are affected by the ade-
quacy of public health initiatives,
federal and state health care poli-
cies, and other social policies. Be-
yond that, health levels are af-
fected directly and indirectly by
education, poverty, housing,
physical and social environmen-
tal stressors, and social exclusion
and discrimination. These are
emergent phenomena that can-
not be understood solely on the
basis of individual-level studies.

New Directions in Research
Future investigations should

build upon and add to the bio-
medical model of disease and
illness and should include a
broader definition of health.74 A
more comprehensive and useful
conceptual model of healthful
aging might well begin with a
definition that includes not only
the absence of disease and physi-
cal infirmity at its core but also
the institutional and structural
components and factors—such as
educational opportunities, good
housing, and safe neighborhoods—
that have been shown to affect
health. The health of poor and
minority Americans is under-
mined by what has been termed
the new morbidity, i.e., threats to
health from domestic violence,
drug abuse, crime, and the perva-
sive sense of inferiority that is the
result of discrimination.

New studies on healthful aging
should examine the underlying
determinants of illness within the
community and develop better
conceptual models and methods
for assessing the structured and in-
stitutionalized stresses that minor-
ity Americans experience.75 We
need to understand how these
stresses affect individual-level

behaviors, patterns of social
interaction, risk for victimization,
crime, poverty, and other factors
that influence health and func-
tioning at all ages. Again, this
approach should avoid purely
individual- or family-level attribu-
tions and should search for the
larger contextual factors that re-
sult in structured inequalities and
disadvantage.

Ironically, the “diseases of af-
fluence” in the United States—
obesity, heart disease, cancer,
and diabetes—take their greatest
toll on the least affluent. The
prevalence of these chronic dis-
eases is affected by diet and
other lifestyle factors and thus is
influenced by SES. Almost one
half (49.6%) of all African Amer-
ican women and more than one
third (38.9%) of Mexican Ameri-
can women are obese.76 To im-
prove the health status of minor-
ity women, newer and more
aggressive efforts that educate
medical care providers, extend
community outreach, and im-
prove compliance with treatment
regimens are necessary. Because
of the pervasiveness of the struc-
tural disadvantages minority
Americans face in the labor
force, the entrenched poverty
characteristic of urban ghettos
and barrios and continuing dis-
crimination efforts focused solely
on individual health-related be-
haviors are unlikely to be suc-
cessful in improving population
health levels.

In current practice, institu-
tional and structural factors enter
individual-level statistical models
indirectly through controls for
health insurance (private, Medic-
aid, Medicare, or other coverage)
and controls for income and edu-
cation. Certain hierarchical tech-
niques include ecological and
larger geographical characteris-
tics, but these do not address

how institutionalized discrimina-
tion, specific organizational
structures, or formal aspects of
public policies influence the
health of specific groups. Because
level of education, income, and
wealth are determined by both
opportunity structures and per-
sonal choice, understanding how
those structures are maintained
and how they operate to influ-
ence health risks is necessary for
understanding racial/ethnic
health disparities.

The increasing awareness of
the need to target research specif-
ically at the unique health vul-
nerabilities of poor and minority
Americans is a welcome develop-
ment. Poverty, low educational
levels, and other social disadvan-
tages are the underlying causes
of poor health generally, but
these economic and social disad-
vantages are not randomly dis-
tributed throughout the popula-
tion and are greatest among
African Americans and Hispan-
ics. Both groups will comprise a
large proportion of the working-
age population of the future, and
they will comprise a growing pro-
portion of the retired population.
The capacity of the young to be
productive and the general health
levels and quality of life of the el-
derly are both affected by factors
closely associated with race, His-
panic ethnicity, and inequality.

The Data Archive
Attempting to better under-

stand these social vulnerabilities
is an important research agenda.
This effort will require the imagi-
native use of existing data sets
and an enhancement of samples
to include larger oversamples of
minority Americans. New data
collection initiatives will be diffi-
cult during what is likely to be a
period of retrenchment for major
funding agencies. Nonetheless,
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new and specialized data that
examine specific vulnerabilities
among groups that live and work
in specific ecological and social
niches will be necessary if we are
to make progress. During the
past decade, the National Insti-
tutes of Health have recognized
the need for specially focused
surveys that show the health sta-
tus and functioning of minority
elderly groups. The National
Center for Health Statistic’s sup-
plement to the National Health
Interview Survey—the Longitu-
dinal Study of Aging (LSOA)—
presented new opportunities for
documenting trends and cohort
changes in the health and func-
tioning of a representative sam-
ple of aging African Americans.77

Data from several sources en-
riched the LSOA data set and
made the analysis of age-graded
social processes possible.

Other existing and ongoing
data sets include the National
Health Interview Survey, the
1984 Health Insurance Supple-
ment, the 1984 baseline Survey
on Aging, the follow-up LSOA in-
terviews, Medicare records, the
National Death Index, and multi-
ple cause-of-death files. Research-
ers are using these data sets to
examine patterns of health ser-
vice access and use, including the
impact of medical insurance, fam-
ily structure, housing, formal and
informal sources of care, employ-
ment history, transportation, and
social networks. There are many
unexplored possibilities for the in-
novative and informative use of
these data. The availability of lon-
gitudinal data makes it possible to
examine (1) the sequence and
the consequences of morbidity
and health care access on func-
tional independence and
dependence, as well as death,
within the community, and
(2) the risk for institutionalization. 

The possibility of new mod-
ules in ongoing efforts provides
new opportunities for under-
standing the needs of specific
groups. For example, although
most survey questions were iden-
tical in the first 2 waves in the
LSOA series, new information
was gathered on individual risk
behaviors, including health opin-
ions, during the third wave. In
addition to interviews with sur-
vivors, additional information
was collected about decedents’
hospitalization and nursing facil-
ity admission from their named
next-of-kin contact. As part of the
series, the Family Resources Sup-
plement replaced the Health In-
surance Supplement and pro-
vided in-depth information about
caregiving, care receiver needs,
unmet care needs, and reasons
that needs were not met.

The Third Health and Nutri-
tion Examination Survey
(1988–1994) is a particularly
useful source of information
about the incidence and the
prevalence of type 2 diabetes
among the elderly. The sample
had no preset upper-age limit
and included individuals older
than 85 years. This study in-
cluded a medical examination of
respondents and is one of the
few data sets that provides both
objective clinical observations
and information about the sub-
jective experience of having dia-
betes.78 The life spans of older
African Americans and Hispan-
ics who have chronic conditions
will probably increase in the fu-
ture as disease management im-
proves. Yet, without substantial
improvement to the economic
and social situations of these
groups, they will continue to
fare worse than non-Hispanic
Whites. Understanding all
aspects of the association be-
tween social factors, genetics,

and chronic illness is a high-
priority research objective.

The Hispanic Established
Populations for the Epidemiologi-
cal Studies of the Elderly is an
important example of a special-
ized study that is focused on a
single group. This 10-year longi-
tudinal study is ongoing and is
sponsored by the National Insti-
tute on Aging. It examines Mexi-
can-origin individuals who live in
the Southwest and who were
aged 65 years and older at the
beginning of the study, its results
are providing much needed infor-
mation about the dynamics of
aging throughout the life course.
Studies of this sort are expensive
and may garner little political
support if they focus on power-
less groups. However, without
such focused efforts, our under-
standing of the physical and
mental health and the health care
needs of the minority elderly will
remain superficial. National Insti-
tute on Aging initiatives that are
aimed at understanding and re-
ducing health disparities among
older persons and populations
will foster these efforts.

In addition to important re-
search on the health of older mi-
nority Americans, special data
makes it possible to investigate
the impact of individuals’ pre-
retirement economic situations
on welfare and health during
their postretirement years. The
Health and Retirement Study
and the Study of Assets and
Health Dynamics among the
Oldest Old, for example, provide
a better understanding of the
complex interactions of race/
ethnicity, health, economics, and
other social factors on aging
processes for different groups.
These data show serious income
and asset deficits among African
Americans and Hispanics as
they approach retirement, when

many of these individuals will
lack resources for needed pre-
ventive, acute, or long-term
care and resources for living
the most fulfilling life possible,
including the possibility of help-
ing their children.

Conclusions
As we progress into the 21st

century, new and important med-
ical innovations will increase life
spans and will improve the qual-
ity of those additional years.
Much of that progress will no
doubt result from a better under-
standing of the genetic contribu-
tion to disease. However, social
structural factors that place cer-
tain groups at a high risk for ill-
ness and that impede their access
to the highest quality health care
continue to plague our society. As
documented by the Institute of
Medicine, institutionalized disad-
vantages that manifest themselves
most obviously as occupational,
income, and asset disadvantages
across the life course translate di-
rectly into impaired health care
access and poorer health among
minority Americans.79 This fact
makes it imperative that we con-
tinue to examine social factors in
health service, epidemiological,
and health policy research. The
necessities of a healthful living
and healthful aging are clear, but
they are out of the reach of many
minority Americans.
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